A comparative study of a communicative process on two wards of a mental hospital. by Butler, Herbert John
Boston University
OpenBU http://open.bu.edu
Theses & Dissertations Dissertations and Theses (pre-1964)
1956.
A comparative study of a
communicative process on two
wards of a mental hospital.
https://hdl.handle.net/2144/16869
Boston University
• 
7/Jes;.s 
Bufltt; 1-/ • .T. 
ICJ.:f(p 
A COMPARATIVE STUDY OF A COMrnJNICATIVE PROCESS 
ON T\vO WA.1=tDS OF A MENTAL HOSPITAL 
A Thesis 
Presented to 
The Faculty of the School of Education 
Boston University 
In Partial Fulfillment 
of the Requirements for the Degree 
Master of Education 
by 
Herbert John Butler 
B. s. in Nursing 
April 1956 
B~ton Un~lty 
School of Educ.tion 
Ubrary -
3cht>t./ o .f-,_ L"~d Ut'n ·fi(;I'J 
/VI~y )(.)/ ;96~ 
-'/(:7:8}/ 
• 
First Reader: Dr. Leslie w. Irwin, Professor of Education 
Second Reader: Dr. Clem w. Thompson, Associate Professor 
of Education 
• 
ACKNOWLEDGEMENT 
The following staff members played an active role in 
the events closely associated with this study at the 
V.A. Hospital in Brockton, Massachusetts. 
:t-W'iAGER Peter A. Peffer, M.D. 
illiHE6t6R, 
PROFESSIONAL SERVICES Aaron S. Mason, M.D. 
CHIEF, Lionel A. Schwartz, M.D. 
ACUTE INTENSIVE 
TREATMENT SERVICE 
CHIEF, Joseph: ]I. Sacks, Ph.D. 
CLINICAL PSYCHOLOGY SERVICE 
CLINICAL PSYCHOLOGIST r-rurray Cohen, Ph.D. 
A.I.T.S. 
PSYCHOLOGY TRAINEES 
(Interviewing) Robert Morris Antonias Suzedelis 
CHIEF, Francis R. Flood, R.N. A.B. 
NURSING SERVICE 
ASSISTANT CHIEF, 
NURSING EDi.JCATION 
STATISTICAL CLERK 
(Transposing Interviews) 
Lewis Bartlett, R.N. B.S. 
Nancy Blanchard 
TABLE OF CONTENTS 
CHAPTER PAGE 
I. THE PROBLEM AND DEFINITIONS OF TERMS USED 
II. 
III. 
IV. 
Introduction.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 
Th.e Problem........ . . . . . . . . . . . . . . . . . . . . . . . . . 2 
The Cohen Project ••••••••••••••••••••••• 3 
Genesis of the Study •••••••••••••••••••• 4 
Statement of the Problem •••••••••••••••• 5 
Definitions of the Terms Used ••••••••••••••• 6 
REVIEW OF THE LITERATURE 
Literature on the Communicative Process ••••• 8 
Literature on the Role of Nursing Personnel. 10 
THE BACKGROUND AND THE GROUPS STUDIED 
Background Information of the Study ••••••••• 12 
Designation of Experimental & Control Wards. 13 
METHODOLOGY 
Point of View Guiding the Study ••••••••••••• 15 
Design of the Study ••••••••••••••••••••••••• 16 
Subjects •.•........................•...•• 16 
Technique of the Interview •••••••••••••• 17 
Evaluation of the Data •••••••••••••••••• 18 
Limitations of the Study •••••••••••••••••••• 18 
V. PRESENTATION OF FINDINGS 
Summary of Interview Responses •••••••••••••• 20 
Discussion of the Data •••••••••••••••••••••• 26 
VI. SUHMARY CONCLUSIONS AND RECOi-!l>IENDATIONS 
Summa.r'y • •••••••••••••••••••••••••• ~ • • • • • • • • • 31 
Conclusions ••••••••.•••••••••.••••••••••.••• 33 
Recommendations ••••••••••••••••••••••••••••• 34 
BIBLIOG~liY" ••••••••••••••••••••••••••• • •• • • • • • • • • • • • • 35 
APPENDIX A. Questionaire used in the Interview 
APPENDIX B. Listing of Examples and Suggestions from Data 
(Separate pagination employed in Appendix B.) 
AREA I 
Examples of Inadequacies •••••••••••••••••••• l 
Suggestions for Improving Methods ••••••••••• 6 
AREA II 
Examples of Inadequacies •••••••••••••••••••• 12 
Suggestions for Improving Methods ••••••••••• 16 
AREA III 
Examples of Inad~quacies •••••••••••••••••••• 21 
Suggestions for Improving Opportunities ••••• 24 
CHAPTER I 
THE .?ROBLE}! AlW DEFINITIONS OF TERMS USED 
INTRODUCTION a. -
The setting for this study is a new Veteran's Adminis-
tration psychiatric hospital vlithin an hour's drive from 
Boston, ~-fassachusetts. During its two and one-half years of 
existence this thousand bed mental hospital has attracted wide 
attention for its therapeutic team approach to the care of the 
mentally ill veteran. Initial efforts to make this a real 
teaching hospital are now bearing fruit. The headquarters 
for the New England-Upper New York V.A. Psychology Training 
:Jni t is located here. Residencies for psychiatrists, intern-
ships for psychologists and vocational counselors, and social 
service field work are some of the experiences available at 
this hospital. r.rore than one thousand team· members contribute 
their full share to reach the goal of ideal mental hospital 
therapy. All hospital employees are considered members of the 
Hospital Team. 
During the original planning stage of patient care, the 
Director, Professional Services made provisions for a pro-
fessional therapeutic team with the psychiatrist as leader, 
a clinical psy,chologist, and a psychiatric social \Wrker, to 
operate within a unit and be responsible for the diagnosis and 
therapeutic care of the veteran patient. Within two years the 
vocational counselling psychologist was added to this team 
2. 
within the total hospital team, and at the present time these 
four members of the therapeutic team are responsible for an 
average of ninety patients, ranging from twenty per team in the 
Acute Intensive Treatment Service,, to 196 patients per team in 
the Continued Treatment Service. 
THE PROBLEM - -
The importance of communication is stressed by Stanton and 
1 Schwartz at Chestnut Lodge Sanitarium: 
It is apparent that much information did not get from 
one person to another, and that everyone would have 
been better off if it had. These frequent failures 
contributed to the great interest in communication 
between two people, and it gradually became apparent 
that in fact there was at the hospital an enormously 
complicated network, highly organized, which usually 
was effective, but which had grown like Topsy with-
out any systematic planning. 
At Brockton the first hour of the day tour of duty is 
reserved for most of the exchange of information about pa-
tients. As the team members make rounds on the wards to see 
their patients, the 24 hour Report of Patient's Condition is 
read and initialed by each therapeutic team leader. As the 
need arises and as the opportunity presents itself, there is 
communication between members of the team and nursing service. 
The contusion which occurs between 8 and 9 a.m. when 
members of the therapeutic teams make rounds to see their 
patients on each of the male wards, is illustrated by an actual 
count of twenty persons in one nursing station on the admission 
1 Stanton and Schwartz, THE MENTAL HOSPITAL 
ward at 8:45 a.m. Three of these twenty were nursing personnel, 
one a ward clerk, one was a therapist from P.M.R.S. and the 
remaining fifteen were members of the therapeutic teams, read-
ing the previous day's activity on the nursing report, or 
waiting to discuss their patients with the nurse in charge of 
the ward. ·Although this is not typical of each ward, it is 
indicative of the problem of communication between nursing 
personnel and members of the therapeutic teams. 
A keen analysis of the problem as it refers to nursing 
personnel was written by a former supervisor of nursing servicel 
oftbacA.I.T.S. In disc~ssing the problem he writes: 
Communication to the therapeutic teams is through the 
use of nursing notes and verbal exchange, however 
anxiety is built up in nursing service personnel 
because they feel that there are times when no 
definite action is taken by the physician or treat-
ment team when behavior changes are reparted, and 
that assaultive behavior which could have been 
prevented, becomes unavoidable. 
Althoughvarious solutions to this problem have been of-
fared and some tried, there seems to be no answer that meets 
the needs of all concerned. 
~ Cohen Project - -
At a recent multi-disciplinary workshop of the V.A. 
personnel held at the Bedford Veteran's Hospital, hospital 
aides expressed the desire to become more active members of 
the team. As a result of this expression which was often 
repeated, and at the suggestion of the Chief, Clinical Psychol-
ogist, a psychologist of ~h~ ~·~-T.S. approached the nursing 
1 Lewis Bartlett, A PROBLEM IN COMMUNICATION. Unpublished. 1955 
supervisor of that service with a proposal which:~merited 
discussion and eventual actuation. 
The psychologist agreed to meet with nursing personnel 
for a three-quarter hour discussion period each week on a 
scheduled basis. The purposes outlined were as follows: 
1. To include the observations of the nursing service 
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in this discussion so that they may directly communicate 
with the treatment team. 
2. To obtain direction and formulate workable methods of , 
approach concerning the patients discussed. 
3. In gaining the preceding two objectives we expect that 
nurses and aides will feel closer to the treatment team 
and increase their skills in observing and reporting. 
Obviously, the patients discussed were limited to those 
assigned to the therapeutic team which the psychologist re-
presented. Many positive observations were exchanged. 
After a trial period of six weeks an evaluation of the 
project in the form of a questionaire sent out to the nursing 
personnel resulted in a decision to abandon the project rather 
than enlarge it to include all therapeutic teams, since 
another approach to the problem involving a specific ward 
assigned to each therapeutic team was under consideration at 
this time. 
Genesis of The Study - -
As a result of a conference of the Chief, Acute Intensive 
Treatment Service, Chief, Clinical Psychology Service, the 
s. 
Clinical Psychologist who had done previous work on the problem, 
and the Supervisor of the A.I.T.S. Nursing Service, it became 
increasingly evident that there was a necessity to determine 
what the persons involved, thought about the problem. Specif-
ically, it was decided to explore the feelings and attitudes 
of therapeutic team members and nursing personnel in the 
following areas: 
born. 
1. A. To see if there were adequate channels of obtaining 
infor~ation about patients. 
B. If there were examples \'fhere a lack in this area 
had affected patient care. 
2. A. To see if there was a free flow of communication 
between nursing personnel and the therapeutic team. 
B. If there was·an inadequacy in this area to see what 
the solutions were to the problem. 
3. A. To see if nursing personnel had adeqtlate means of 
expressing their feelings about patients and patient 
care. 
B. To find the degree of acceptance of these feelings 
by members of the therapeutic team. 
It was from this conference that the present study was 
Statement of the Problem - -
Because of the present structural arrangement of the male 
wards of the Acute Intensive Treatment Service and the present 
6. 
method of therapeutic team coverage, there are serious inade-
quacies of co~munication which negatively affect patient care. 
The area of our investigation will be the flow of communica-
tion between nursing personnel and the therapeutic teams. 
From a statement of the problem the following hypotheses 
evolved: 
1. Because of the number of teams associated with the 
experimental ward (2-3-B) and the control ward (2-4-B) 
the communication process on 2-4-B will be superior. 
2. The increased number of therapeutic teams on 2-3-B 
results in 'Uuch blocking of communication with impair-
ment of patient care. 
DEFINITIONS OF TERMS USED - -
1. Hospital Team: All hospital personnel united in their 
effort to effect the discharge of the patient to a productive 
social status in the com~unity. 
2. Ac'J.te Intensive Treatment Service: The diagnostic and 
therapeutic program specifically designed for the nev1ly ad-
mitted or newly diagnosed psychiatric patient within the 
psychiatric hospital. Abbreviation: A.I.T.S. 
3. Theraueutic ~: This team is responsible for the 
diagnosis and the therapeutic program for all patients assigned 
to it. There are four professional persons on this team: the 
psychiatrist, the clinical psychologist, the psychiatric social 
worker, and the vocational counselling psychologist. 
4. Nursing Personnel: 'Registered professional nurses and 
nursing assistants. Nursing assistants are also referred to as 
hospital aides. 
5. Control Ward: Ward 2-4-B of the female service of the 
A.I.T.S •• was designated the control ward~ It has one thera-
peutic team. 
6. Experimental Ward: Ward 2-3-B of the male A.I.T.S. was 
designated the experimental ward. It has four therapeutic teams 
associated with it. 
7• Open-end Questionaire: A series of questions used in 
this study as a guide for the interviewer in collection of 
data. The questions were worded in such a way as to allow 
freedom of response and elaboration. 
CHAPTER II 
REVIEV1 OF THE LITERATURE 
LITERATURE ON THE COMMUNICATIVE PROCESS - -
An interesting study of the communication between student 
1 
nurses and internes on a ward of a GH&S hospital discusses 
the team concept as nurses have viewed it over a period of 
several years: 
Of primary importance to the team concept is the 
area of communication. Unless there is a free 
flow of information among and between the various 
disciplines, the patient cannot receive maximum 
care. Without this exchange of information and 
ideas, each person, in his own way, defines and 
plans to meet the needs of the patient in his 
own way. Lack of information or misinformation 
may lead one member to outline objectives of 
patient care quite divergent from another. For 
maximum function, the team must plan for adequate 
communication, since all hospital situations vary, 
each must define its needs, and plan to meet them 
in a unique way. 
Nurse educational leaders have recognized the importance 
of the team approach to nursing and medical therapy. The 
assignment of carefully chosen patients to certain teams of 
nursing personnel has resulted in an easier flow of information 
and specific interest in the patient as a person instead of 
a case. The team approach places the patient and the ward 
situation in the hub of the treatment wheel. 
Dr. Esther Lucille Brown2 has summarized some of the 
1 Claire E. 0 1 Donnell, A COT·'r-:UNICATION STUDY (Master's Thesis 
B.U. School of Nursing) August, 1955 
2 Milton Greenblatt, Richard York and Esther Lucille Brown, 
FROM CUSTODIAL TO THERAPEUTIC CARE IN !·'!ENTAL HOSPITALS, 1955 
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results to be obtained from team nursing: 
One device being used to achieve these ends is the 
organization of the closely knit team, composed of 
the entire staff of the ward or other unit of the 
hospital, in which each person is expected to assume 
a defined role of direct relationship with patients. 
In such a team it is the function of the nurse as 
captain to give help and strong support to the 
attendants, and it is the function of the ward 
physician to give similar help and support to the 
nurse. Where such a team exists, regular ward staff 
meetings have proved effective means for the planning 
of environmental changes, discussion of problems of 
individual patients, release of anxieties and frus-
trations, creation of mutual confidence and reliance 
of the staff upon one another, and giving of much 
needed recognition to attendants as full partners in 
patient care. 
Another area of undoubted importance which is stressed 
in discussion by Dr. Brown is the World Health Organization's 
statement on ~.~ental Health having to do with the establishment 
of the intangible element which can best be described as 
"communication atmosphere". The relationships between working 
c:roups is transmitted from group to group, and is often re-
fleeted in the relationship between patients themselves. 
There is a definite interdependent tie-in between three 
most important areas. Communication is dependent upon good 
interpersonal relationships, and in return these relationships 
are reflected by the degree of communication. The third cat-
egory is the social structure within \vhich the first two 
categories function. The flexibility of this social structure 
will determine to a great extent the success or failure of the 
first two categories. The structure must adapt to the changes 
within the institution to provide for the free flow of infor-
10. 
mat ion. 
LITERATURE ON THE ROLE OF NURSING PERSONNEL - -
National Nursing Organizations are acutely aware of the 
important role that nursing personnel play in the mental 
hospital. The role of the psychiatric aide is the subject of 
a special committee on a national level. The potential contri-
bution of the psychiatric aide has been described as "the 
greatest untapped source of therapy within our hospital 
setting". 
Dr. Bro\inl discusses two areas that are important in more 
fully using the talents of the psychiatric aide: 
Much can be accomplished in raising attendant morale 
by group meGtings ••• Without access to recorded infor-
mation about patients, the attendants can hardly feel 
that they are being admitted to the therapeutic 
family • • • All these measures for raising the status 
of the attendant can be nullified, however, if there 
is social discrimination against him • • • Generally 
speaking, com':lunication between physicians· and attendants 
is rare, the former scarcely know the attendant's faces, 
let alone their names. 
Full acceptance on the treatment team implies that the 
psychiatric aide must be fully aware of the use and possible 
mis-use of the records of his patients. This is a first but 
necessary step. 
Another requisite to communication is the recognition 
by the physician and other team leaders of the aide as a 
person. Great strides have been made since we have recognized 
that the patient is attaching more and more importance to his 
1 op.cit. 
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needs for socialization and freedom from emotional stress as 
op9osed to meeting his physical needs. 1 iVhen these principles 
are -seriously considered for nursing psersoru1el there will be 
an increase in the productivity of this department. 
- - - -
1 0 inion expressed by J. Frank T;fui ting Ph. D. Director, A. N .A. R~search Project V. A. Hospital Rutland Heights, 1,!ass • 
CHAPTER III 
THE BACKGROUND AND THE GROUPS STUDIED 
BACKGROUND INFORHATION OF THE STUDY - -
The acute intensive treatment service was specially de-
signed to care for the newly admitted patient and to provide 
diagnostic and therapeutic services. Currently in use within 
this service are: psychotherapy both individual and group, 
insulin deep and sub coma, electro-convulsive therapy, the 
tranquilizing drugs, the many positive therapeutic relationships 
between nursing personnel and patients, the many physical 
medicine and recreational services such as occupational and 
industrial therapy, educational therapy, corrective therapy 
and adapted sports such as swimming, basketball, and baseball. 
At the present time the A. I. T. s. has five wards for 
male patients and two wards for female veterans. Upon 
entrance to the male admission ward each patient is assigned 
to a therapeutic team on a rotation basis. The therapeutic 
team follows the care and treatment of the patient until 
discharge or transfer from the service. Thus, we have the 
picture of all four teams of the male service having from 
four to twenty patients on each of the five male wards. 
The two wards of the female service have one therapeutic 
team assigned which has full responsibility for the female 
patients. 
12. 
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DESIGNATION OF EXPERIHENTAL AND CONTROL WARDS 
At this stage of the study we employed a remark attri-
buted to Kurt Lewin: "Nothing is so practical as a good 
theory." After many postulates and rejections a rather 
natural comparative situation came into focus. There were 
many similarities between 2-4-B of the female service and 
2-3-B which is the ward just below it on the male service. 
The following list of functions points out the similarities: 
Admission of patients 
Patient capacity 
Observation status patients 
Elopement patients 
Disturbed behavior 
Physiological treatment 
Sex of patients 
Number of therapeutic teams 
2-3-B 
yes 
22 
yes 
yes 
active 
yes 
male 
four 
2-4-B 
yes 
22 
yes 
yes 
active 
yes 
female 
one 
Of the preceding functions the last two dissimilarities 
should be noted. The question of the behavioral patterns 
of the psychotic female versus the psychotic male was discussed 
with psychiatrists, nurses and aides who had worked with both 
sexes. There are some differences in the "acting out pattern" 
of men and women. The more that this was discussed the more 
it was realized that the similarities of behavioral patterns 
were more numerous than the dissimilarities. For the purpose 
of this study it is felt that this difference need not be 
classed as a significant variable. 
The last item listed is the number of therapeutic teams. 
The one team functioning on 2-4-B allowed its use as a control 
ward since this would be the minimum for any ward. The four 
teams associated with 2-3-B allows this ward to be ideal for 
the experimental situation. 
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Psychiatric care is directed by therapeutic teams 
consisting of the physician as leader, a clinical psychologist 
who is responsible for psychological evaluation of the patient, 
a psychiatric social worker who makes the contact with 
relatives, visitors and agencies outside the hospital, and 
a vocational counselling psychologist who is charged with the 
responsibility of guiding occupational activities to a full 
rehabilitation schedule. 
Nursing service provides professional nurse supervision 
for each shift of each ward. During the day tour of duty there 
is one professional nurse for each ward unit. The evening 
shift is covered with one nurse for four wards. The night 
nurse covers from four to seven wards. 1-fuch of the ward routine 
is entrusted to Nursing Assistants who have had an eight week 
formal educational course outlined by the V.A. Nursing Service 
which is specifically designed to enable them to meet the needs 
of their particular position. 
--
CHAPTER IV 
1-1ETHODOLOGY 
POINT OF VIEW GUIDING THE STUDY - -
The most interesting current trend in the care and treat-
ment of patients in mental hospitals is to\i'ards a utherapeutic 
community". The manager of this V.A. hospital has taken t~e 
initiative in the development of this idea. A Member-Employee 
Program has been initiated which enables the psychiatric 
veteran to bridge the gap between the hospital and a full 
working situation outside the hospital. A more recent inno-
vation is the Foster Home Care Program which is another 
stepping-stone to the complete rehabilitation of the veteran. 
The philosophy of the hospital is that each employee is 
a team member whose primary function is to return the veteran 
to a useful place in the com~unity as soon as it is possible 
to do so. A set of therapeutic principles has been adopted 
by the entire hospital staff to enable each employee to 
realize his importance to the total hospital program. 
Professional nurses and nursing assistants (hospital 
aides) have the most direct contact with the mental patient 
and therefore have the greatest untapped potential contri-
b,J.tion to make to the therapeutic hospital setting. 
The goal of nursing education within the hospital has 
been designed to enable the nurses and aides to be active 
members of the team. After twoand one-half years we would 
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like to know whether nurses and aides feel that they are an 
active part of the team. We would like to know if members of 
the therapeutic team feel that the contributions of the nursing 
personnel are significant in their planning of patient therapy. 
The philosophy of the "therapeutic communityu will be as 
efrective as this theory is accepted and activated by all members 
of that community. We expect from this study to determine to 
what extent nursing personnel feel that they meet the expect-
ations of this philosophy. 
DESIGN OF THE STUDY --
Subjects: Selected personnel who are associated with the 
two wards of the Acute Intensive Treatment Service: 
Therapeutic Team members 
Professional Nurses 
Nursing Assistants 
2-3-B 
11 
3 
....1. 21 
2-4-B 
3 
4 
rl 
A total of 35 subjects were interviewed using an open-end 
question technique. 
All members of the team associated with 2-4-B were subjects. 
Three of the 1'our teams associated with 2-3-B were subjects. The 
leader of the fourth team is the Assistant Chief of the A.I.T.S. 
who has certain administrative duties not common to other team 
leaders and therefore has approximately one-third the number of 
patients as co~pared with the other three team leaders. It was 
decided that this team be omitted from the study since the 
case load was not comparable to the other tnree teams associated 
with 2-3-B. 
All of the nurses regularly assigned to the two wards 
were interviewed. Since time limitation did not permit the 
interviewing of all nursing assistants, a proportional repre-
sentation of each shift was chosen at random. One-third of 
the total aide roster was included. 
Interview: Through the cooperation of the Chief, Clinical 
Psychology Service, two psychology trainees assisted the Senior 
Investigator in outlining the interview technique and conducting 
the interviews. The subjects were divided among the three so 
that all categories of subjects were interviewed on a random 
selection basis. The questionaire which was used for all inter-
views is reproduced as Appendix A. 
TECHNIQUE of ~ rnterview: By using the open-end question 
technique the interviewer was able to use the questionaire 
as a guide for discussion but any misunderstanding of the 
question or the development of relevant ideas could be immed-
iately pursued. Although similar to the structured interview, 
this technique has the advantage of providing a more conducive 
set for verbalization. 
Each interview was recorded using an electronic tape 
recording device. The time of the interview ranged from 22 
minutes to one hour and ten minutes each. The tape recorded 
interviews were then transposed verbatim to typewritten form 
and thus available for more detailed study. 
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EVALUATION OF THE DATA: An empirical analysis form was 
used to tabulate the results of the interviews. Individual 
instances of the lack of communication affecting patient care 
as well as suggestions for improving methods of communication 
are reported separately. The repetition of certain suggestions 
tended to weight the scale in their favor. Original suggestions 
were carefully evaluated and are reported in Appendix B. 
LIMITATIONS OF THE STUDY 
A study of all the communicative processes would entail 
more than is the scope of this project. We are limiting our 
investigation to the feelings and attitudes of certain hospital 
workers who are closely involved in the oral and written 
exchange of information on the two designated wards. 
The members of the therapeutic team work during the day 
tour of duty. Medical and administrative duties are delegated 
to medical officers of the day during the period of 4:30 p.m. 
to 8:00 a.m. as well as the entire week-end period. Nursing 
personnel, on the other hand, cover the ward situation 24 
hours a day as well as week-ends. 
Because of the lack of contact there is little or no 
direct verbal communication between nursing personnel of the 
night tour of duty and the members of the therapeutic teams. 
Since the observations of evening and night nursing personnel 
are important for the total picture of the patient, this study 
will include nursing representation of the evening and night 
tours of duty as subjects of the investigation. 
19. 
Our investigation will be further limited to the reactions 
of the subjects as they see the situation at the present time. 
It is emphasized that these reactions may or may not reflect 
the actual situation. A more accurate determination may have 
resulted from a sociological study. 
CHAPTER V 
PRESENTATION OF FINDINGS 
SUMMARY OF INTERVIEW RESPONSES 
This column contains responses 
from 2-3-B (experimental ward) 
This column contains responses 
from 2-4-B (control ward) 
1. A. Where do you get information about patients on your 
ward or on your team? 
Therapeutic team 
Patient 
Peers 
obtains 
N 
2 
10 
10 
4 
Nursing personnel 
Ward clerk 
Conferences 
P.M.R.S. personnel 
Records & reports 
3 
3 
8 
45 
Nursi~ personnel obtains 
H 
Patient 4 
Peers 10 
Team members 6 
Ward clerk 0 
Conferences 3 
P.M.R.S. personnel 0 
Records & reports _2 
32 
from: 
% 
5 
25 
25 
10 
8 
8 
20 
101 
from: 
% 
13 
30 
18 
0 
10 
0 
~ 
100 
Therapeutic team 
Patient 
Peers 
obtains 
N 
2 
3 
3 
1 
2 
0 
1 
Nursing ~ersonnel 
Ward clerk 
Conferences 
P.M.R.S. personnel 
Records & reports 
12 
Nursins personnel obtains 
N 
Patient 7 
Peers 9 
Team members 6 
Ward clerk 0 
Conferences 3 
P.M.R.S. personnel 0 
Records & reports 10 
35 
1. B. Are opportQnities adequate for getting information 
about patients? 
Therapeutic team said: 
Yes 
Yes, qualified 
No 
No, qualified 
N 
3 
3 
5 
0 
11 
NrJRSING personnel said: 
Yes 
Yes, qualified 
No 
No, qualfied 
N 
2 
4 
2 
2 
10 
% 
27 
27 
45 
0 
99 
% 
20 
40 
20 
20 
IOO 
Therapeutic ~ said: 
Yes 
Yes, 
No 
No, 
qualified 
qualified 
N 
1 
0 
1 
1 
3 
Nursing personnel said: 
20. 
Yes 
Yes, qualified 
No 
No, qualified 
N 
6 
0 
3 
1 
10 
front: 
% 
17 
25 
25 
8 
17 
0 
8 
IOO 
from: 
% 
20 
25 
17 
0 
8 
0 
..2Q 
100 
% 
33 
0 
33 
22 
99 
% 
60 
0 
30 
~0 
100 
21. 
This column contains responses 
from 2-3-B {experimental ward) This column contains responses from 2-4-B (control ward) 
1. c. Can you think of instances in which a lack of opportunity 
to obtain information has been a disadvantage to you? 
Therapeutic ~ said: 
N 
Yes 8 
No _2 
11 
Nursing personnel said: 
N 
Yes 6 
No 4 
!0 
% 
72 
28 
100' 
% 
60 
40 
100 
Therapeutic ~ said: 
N 
Yes 1 
No 2 
3 
Nursing personnel said: 
N 
Yes 4 
No 6 
10 
% 
33 
....§.1 
100 
~ 
60 
roo 
Verbatim listing of instances found in Appendix B. P• 1. 
1. D. In answer to the problem of Mrs. Capitol B!s change in 
behavior. (Primary response listed) 
Therapeutic ~ would: 
% 
Therapeutic ~ would: 
% N N 
Do nothing 0 0 Do nothing 1 33 
Contact nurse 2 18 Contact nurse 2 67 
Confer with peers 7 64 Confer with peers 0 0 
Discuss with Mrs. c. 2 18 Discuss with Mrs. c. 0 0 
IT 100' 3 100 
Nursing personnel would: Nursing personnel would: 
% N % N 
Do nothing 0 0 Do nothing 0 0 
Contact team member 0 0 Contact-team member 3 30 
Confer with peers 5 50 Confer with peers ~ ~ 
Discuss with ~-~rs. C.__2. 
.....2Q Discuss with r-irs • C._2 _2Q 
10 100 10 100 
1. E. Suggestions for improving methods of getting information 
about patients are recorded in verbatim form in 
Appendix B. P• 6. 
B "•tnn Univ~~ 
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22. 
AREA 2. 
I 
The second general area had to do with exchanging 
information about patients. 
This column contains responses 
from 2-3-B (experimental ward) 
This column contains responses 
from 2-4-B (control ward) 
2. A. How and with whom is significant information exchanged? 
Team exchanges with: 
Nursing personnel 
Peers 
Primarily through: 
Reports & records 
Discussion 
~ ~ 
11 60 
19 100 
2 17 
10~ 
12 100 
Nursing exchanges with: 
Team members 
Peers 
Primarily through: 
Reports & records 
Discussion 
N % 
5 39 
8 61 
13 IOO 
7 41 
10 _2.2 
17 100 
2. B. Are opportunities for this 
adequate? 
Team said: 
N % 
Yes. 3 27 
Yes, qualified 3 27 
No. 3 27 
No, qualified _g 2.2 
11 100 
Nursing said: 
N % 
Yes. c:: 50 ...; 
Yes, qualified 4 40 
~0. £ 18 o¥;;, qualtf ied 
10 100 
~ exchanges with: 
N 
Nursing personnel 3 
Peers 2 
5 
Primarily through: 
Reports & records 1 
Discussion t 
Nursing exchanges with: 
N 
Team members 3 
Peers 10 
13 
Primarily through: 
% 
60 
40 
100 
25 
~ 
100 
% 
23 
...II. 
100 
Reports & records 
Discussion 
3 30 
.J.. ___:IS}_ 
10 100 
exchange of inf"ormation 
~ said: 
N % 
Yes. 2 67 
Yes, qualified 0 0 
No. 1 33 
No, qualified 0 0 
3 100 
Nursing said: 
N % 
Yes. 5 50 
Yes, qualified 2 20 HO· f i8 o, qualified 
10 100 
This column contains responses 
from 2-3-B (experimental ward) This column contains responses from 2-4-B (control ward) 
2. c. Can you think of instances where a lack of opportunity 
to exchange information has been a disadvantage to you? 
Team said: 
Yes 
No 
Nursing said: 
Yes 
No 
N fo 
5 45 
6 ...22 IT 100 
N % 
7 70 
....2 _2.Q 
10 100 
~ said: 
Yes 
No 
Nursins said: 
Yes 
No 
N % 
1 33 
2 _§3_ 
3 100 
N % 
4 40 
6 60 
IO 100 
. 
Verbatim listing of instances found in Appendix B. p. 12. 
2. D. In answer to the problem of Gene Newell's massage. 
(Primary response listed) 
~ would: 
Contact nurse 
Confer with peers 
Discuss with Gene 
Do it yourself 
Check the record 
Nursing would: 
Contact team 
Confer with peers 
Discuss with Gene 
Do it yourself 
Check the record 
N fo 
3 27 
1 9 
7 64 
0 0 
ou 0 
II 100 
N % 
0 0 
3 30 
4 40 
1 10 
2 20 
10 150 
~ would: 
Contact nurse 
Confer with peers 
Discuss with Gene 
Do it yourself 
Check the record 
Nursing would: 
N % 
2 67 
0 0 
0 0 
0 0 
1 --22 
3 100 
N 
Contact team 0 
Confer with peers 1 
Discuss with Gene 6 
Do it yourself 3 
Check the record 0 
% 
0 
10 
60 
30 
0 
100 10 
2. E. Suggestions for improving methods of exchanging informa-
tion about patients are recorded in verbatim form in 
Jppendix B. p. 16. 
24. 
The third general area had to do with expressing personal 
feelings involved in your work with patients. 
I 
This column contains responses 
from 2-3-B (experimental ward) 
This column contains responses 
from 2-4-B (control ward) 
3. A. With whom do you discuss your feelings of satisfaction, 
dissatisfaction, frustration or anxiety involved in your 
wor~ with patients? 
Team discusses with; ~ discusses with: 
N % N % 
Nursing personnel 8 27 Nursing personnel 2 30 
Peers 9 30 Peers 3 40 
Outside hospital 6 20 Outside hospital 0 0 
Ward clerks 0 0 Ward clerks l 15 
Their supervisor 5 17 Their supervisor l 15 
Consultants _g ___2 Consultants 0 0 
30 100 7 roo 
Nursins discusses with: Nursing discusses with: 
N % N % 
Team member 3 18 Team member 5 27 
Peers 10 58 Peers 7 37 
Outside hospital 2 12 Outside hospital 3 16 
Ward clerks 0 0 Ward clerks l 5 
Their supervisor 2 12 Their supervisor 2 10 
Consultants 0 0 Consultants l 
----2 17 100 19 100 
This column contains responses 
from 2-3-B (experimental ward) 
25. 
This column contains responses 
from 2-4-B (control ward) 
3. c. Can you think of instances where a lack of opportunity to 
express your personal feelings has affected patient care? 
Team said: Team said: 
N % N % 
Yes 2 18 Yes 0 0 
No _.2 82 No 
.2 100 11 roo 3 IOO 
NursiE:S said: Nursing said: 
N % N % 
Yes 4 40 Yes 4 40 
No 6 60 No 6 60 
IO 100 10 100 
Verbatim listing of instances are reported in Appendix B. p. 21 
3. D. In answer to the problem of the emotional relation with 
Alice Toots. (Primary response listed) 
~ would: 
% 
.!!!!!! would: 
% N N 
Handle situation 1 9 Handle situation 0 0 
Discuss with nurse 0 0 Discuss with nurse 0 0 
Confer with peers 6 54 Confer with peers 3 100 
Contact supervisor _i 
...21 Contact supervisor 0 0 11 100 3 100 
Nursing would: Nursing would: 
N % N % 
Handle situation 3 30 Handle situation 1 10 
Discuss with team 6 60 Discuss with team 3 30 
Confer with peers 1 10 Confer with peers 5 50 
Contact supervisor _Q 0 Contact supervisor_! 10 
10 roo 10 IOo' 
3. E. Suggestions for improving opportunities for expression 
of personal feelings are recorded in verbatim form in 
Appendix B. p. 24. 
26. 
DISCUSSION OF THE DATA - -
The subjects interviewed found it very difficult to 
. differentiate between getting information andschanging infor- ~· 
mation about patients. This is significant in that getting 
information about patients usually involves discussion. Direct 
responses and categorical answers to the questions would have 
been indicative of a decided lack of appreciation of this 
factor of communication. 
From a purely statistical viewpoint the study did not 
prove the hypothesis that communication between nursing person-
nel~~and members of the team would be superior on the control 
ward. Several factors tntered into these results: 
1. This was a study of the attitudes and feelings of the 
subjects toward the problem, rather than an attempt to define 
com~unication and then see if communication, as defined, 
existed to a significant extent. It would be interesting to 
compare the results of this study with those of a sociological 
investigation. 
2. This investigation included two questions which were 
designed to not only find out the adequacy of communication 
but also with whom this communication was primarily carried 
on. There seemed to be mutual agreement of team members and 
nursing personnel that opportunities were adequate ~or ex-
changing information but the responses to questions 1. A. and 
and 2. A. cle~rly indicate that team members on the experi-
mental ward and nursing personnel of both wards communicate 
much more with their peers than do they exchange with persons 
other than their peers. This is not true with the team on 
the control ward. The responses show more communication ~th 
nursing personnel than with other members of the team and this 
was done primarily through direct discussion rather than 
through reports and records. 
3. In an effort to find the extent or degree of the problem 
two questions (l.C. and 2.C.) asked for specific instances of 
how a lack of opportunity to get or exchange information 
affected patient care. These individual responses are reported 
in Appendix B. A careful look at this record shows a greater 
number of instances on the experimental ward than on the control 
ward and even greater significance in the type of examples 
cited by the experimental ward personnel. 
Regarding Mrs. Capitola's problem (question l.D.): There 
was agreement between nursing personnel and the team on the 
experimental ward that they had best talk it over with their 
peers before doing anything else. Nursing personnel on the 
experimental ward reported that they would talk it over with 
their peers or with the patient but did not give any priority 
to talking with the team about the problem. Nursing personnel 
on the control ward gave first consideration to discussion with 
their peers but gave equal importance to a contact with the 
team and a discussion with the patient. The responses show 
mutual agreement that the team and nursing personnel would 
discuss this rather freely on the control ward but there is 
28. 
not that freedom on the experimental ward. 
Regarding the problem of Gene Newell's massage (Question 
2.D.): There was a decided agreement among team members on the 
experimental ward that primary discussion would be with the 
patient and 27% reserved for contacts with nursing personnel. 
The team on the control ward however, indicated that 6~fo of 
their contacts would have been with nursing personnel. This 
finding is consistent with our hypothesis. 
An evaluation of the verbatim reports in Appendix B. 
shows additional information directly related to the problem 
of com~unication on the two wards. 
There was a strong indication that the communication 
among nursing personnel was not in any sense adequate on the 
experimental ward and there were some significant instances 
on the control ward. The lack of a vehicle other than the 
24 Hour Report is a serious hindrance. This report is mentioned 
as the means of transmitting most of the information about 
patients on both wards, but the nature of the incident reported 
is an outstanding change, many times of a negative nature, and 
many important positive happenings are not incorporated in 
this report. The Kardex which contains the Nursing Care Card 
was noticeable by its lack of importance as a means for nurs-
ing personnel to either receive or transmit information about 
patients. It is the tool devised by nursing service to be this 
vehicle. 
Of particular significance in the data observation is the 
29. 
repetition of suggestions for meetings between nursing person-
nel and members of the team. Team members and nursing person-
nel suggested this twenty-eight times under the head of sug-
gestions for improving methods of getting and exchanging 
information about patients. 
The proposed change of having one team to a ward was 
mentioned as a parti&~ solution six times. Members of the tea~~ 
see this as a real solution to the problem of getting informa-
tion about patients. 
Night nursing personnel seem to be the forgotten shift. 
There is little communication between night nursing personnel 
and members of the team on the experimental ward. If there 
was occasion to have a discussion about a patient's condition 
or method of approach it was the feeling that the night nursing 
person."'lel on the experimental ward would have to "stay over-
time" and "could probably make an appointment". 
Team members of the experimental ward reported that they 
hesitated to discuss patients with aides because they did not 
know them or know whether the aides would have the answer 
to their question. They suggested that nursing personnel be 
stabilized within a ward situation to a greater extent. 
Another suggestion was for a certain amount of nursing person-
nel rotation of shifts so that the philosophy of the day plan 
of treatment could be carried on during the entire twenty-
four hour period. Team members of both wards indicated an 
awareness of the problems encountered by the evening and night 
tt 
30. 
shifts and offered cooperative methods of meeting these needs. 
CHAPTER VI 
SUMMARY CONCLUSIONS AND RECOMMERDATIONS 
Sillr-i.ARY - -
Two external general trends in mental hospitals guided 
the design of this study: 
1. The therapeutic patient care as described in the lit-
erature about the "therapeutic community" involves full 
utilization of every hospital employee and patient. Communi-
cation plays a most important part of this concept. 
2. A beginning awareness or the great potential contri-
butions of nursing personnel to the patient's therapeutic 
program was expressed by Stanton and Schwartz' sociological 
study at the Chestnut Lodge Sanitarium. 
A carefully constructed interview sought answers in three 
general areas: 
1. Adequacy of opportunities of getting information about 
patients. 
2. Adequacy of opportunities for exchanging information 
about patients. 
3. Adequacy of opportunities for expressing personal 
emotional feelings that arise from working with mental patients. 
Thirty-five subjects were interviewed using an open-end 
question technique to ascertain their attitudes and feelings 
about the communication that existed between nursing person.YJ.el 
and members of the therapeutic teams on two wards of a mental 
hospital. 
31. 
32. 
The hypothesis that opportunities for communication 
between nursing personnel and members of the therapeutic team 
will be superior on a ward with one therapeutic team as com-
pared with a ward with four teams was not fully substantiated 
in the tabulation of the data but was strongly indicated in 
the evaluation of the individual responses to questions 
citing instances where a lack of opportunity had affected 
patient care. 
It is significant to note that the personnel of both 
wards felt that opportunities for communication were adequate 
but the teams of the experimental ward carried on 60% of 
their com~unication with their peers and 40% with nursing 
personnel, whereas, the teams of the control ward held 40% 
with the peer group and 6Q% with nursing personnel. 
-
CONCLUSIONS - -
Investigation of the data revealed: 
1. The lack of efficient exchange of information a~ong 
nursing personnel which in effect blocked communication to 
the therapeutic team. 
33. 
2. The lack of contact, reporting and discussion between 
the night shift of nursing personnel and team members of both 
wards. 
3· The limited communication between nursing assistants 
and team personnel on the day shift of the experimental ward. 
4. The importance that team members placed on stabilized 
nursing personnel which allowed identification by name and 
evaluation as a person. 
5. The overwhelming importance that the members of the 
team and nursing personnel of the experimental ward expressed 
concerning their need for more opportunities for getting and 
exchanging information. 
These findings result in recommendations which can only 
be effected by the joint efforts of the leaders of the thera-
peutic teams and nursing service. 
34. 
RECO~rMENDATIONS - -
1. That more formal lines of communication be established 
among nursing personnel, especially at the change of shift. 
2. That time be provided for all nursing personnel, 
according to their need, to have direct access to memb•rs of 
the therapeutic team. 
3. That the Ward Medical Administrator and the Head Rurse 
cooperatively accept the responsibility of providing a 
"communication atmosphere". 
4. That there be a substantial increase in the opportuni-
ties for communication between nursing assistants and members 
of the therapeutic teams of the male service and the night 
nursing personnel of the female service. 
5. That nursing personnel be stabilized within a ward 
situation and that rotation be accomplished from shift to 
shift periodically. 
6. That wherever possible nursing personnel be assigned 
the patients of an individual team or team member for observa-
tion, reporting and socialization, and that this assignment 
method be carried to all shifts • 
• 
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APPENDIX 
RESEARCH PROJECT 
APPENDIX A.. 
QUESTION SERIES 
In Three Parts 
COMMUNICATION 
1. A.. How do you get information or answers to your questions 
about patients on your ward or on your team? From whom do you 
get this information? 
B. Do you consider that the opportunities for getting such 
information are not adequate? 
c. Can you think of any instances in which the lack of 
such information was a disadvantage in your work with patients? 
D. Problem: Mrs. Capitola has had a change in her behavior 
pattern. She had been pleasant and cooperative on the ward, 
attending activities, etc. Today she refuses to go to 
activities, is surly and negativistic. If this behavioral 
change was observed by you, how would you handle the situation 
and with whom would you com~unicate? 
E. If answer to B. or c. is yes, do you have any suggestions 
to improve the methods of obtaining this information? (Specify) 
2. A.. How do you exchange significant information about the 
patients on your ward or on your team? \'/i th whom is this 
information exchanged? 
B. Do you think that the opportunities for reporting such 
information are not adequate? 
c. Can you think of any instances in which a lack of op-
portunity to exchange such information has been a disadvantage 
to the patient? (Specify) 
D. Gene Newell, a patient on your ward, has a doctor's order 
for a massage to the left shoulder by nursing personnel. For 
three successive mornings the nurse has offered the massage 
but the patient refused. The patient now reports to you that 
the massage is not being given. What would you do? 
E. If anwer to B. or c. is yes, do you have any suggestions 
for improving the methods of reporting or exchanging this 
information? (Specify) 
3. A. 'dith whom do you discuss your feelings of satisfaction, 
dissatisfaction, frustration or anxiety involved in your work 
with patients? 
B. Do you consider that the opportunities for discussing 
these feelings are not adequate? 
C. Can you think of any instances in which a lack of such 
an opportunity has been a disadvantage to you or to the 
patients? (Specify) 
D. The good therapeutic relationship that you had with a 
patient, Alice Toots, has recently turned into a deeply emotion-
al situation with Alice mistaking you for a close relative. You 
feel that you need help in handling this situation. What would 
you do? 
E. If the answer to B. or c. is yes, do you have any sug-
gestions for improvement which will provide opportunities for 
this kind of discussion? (Specify) 
1. 
APPENDIX B. 
EXA.MJ?LES OF HOW INADEQUACIES AFFECT PATI]J;l\fT CARE - -
1. c. Can you think of any instances in which the lack of such 
I information was a disadvantage in your work with patients? 
TEAM !-rE!..ffiER 2-3-B: The lack of information is definitely a 
-. 
disadvantage both with the patients and the personnel. This 
morning I found a patient who belongs to the psychologist's 
group and asked what he was doing on the ward. The aide said 
that the patiant wasn't his responsibility. The nurse didn't 
know the patient was on the ward. It turned out that the aide 
who was responsible had tried to take the patient to activities 
but he wouldn't go and had informed the psychologist of this, 
but we didn't know it. The nursing supervisor, who was there, 
said that the aide should have told the nurse so as to avoid 
this situation. 
TEAM !,1D,ffi:ER 2- 3-B: Yes, I can think of several. Vfuen a 
patient has had visitors and the aides have noticed patient's 
reactions at this time they have not relayed this information 
to me. It is only after I have talked to the patient and the 
relatives later on that I have found out about it. If I had 
known this earlier it would have helped me to know more about 
what is going on. 
TEM~ I~·ffiER 2-3-B: There was one patient and I thought there 
was a difference in attitudes between us and the ward personnel. 
We finally began to realize that the personnel on the ward 
felt protective toward the patient. In many ways they worked 
2. 
against us. For example, we put him on elopment precautions 
and they would take his elopement clothes off when his wife 
came to vi·si t and fail to pu.t them back on. \men I made rounds 
the next morning he would ask me whether he had to keep the 
elopment clothes on and I would say 11yes 11 • We felt that the 
patient and personnel were working against us. If we were on 
the ward we would have realized the situation much sooner and 
attempted to do something about it. 
TEAJ>~ ~-~!BER 2-3-B: One vv-as about a patient assigned to me who 
had his work assignment changed and I didn't know about it. 
This was a team lack of exchange. There was also an instance 
of a patient who was assigned to me hanging around the ward. 
This was pertinent and important but I didn't get it until 
I observed the patient on the ward and found out that he 
wasn't going to activity and hadn't been for a week. 
TEAL-! 1 '1Er,I3ER 2-3-B: It was felt that a patient could go on 
the grounds during a relative's visit and there was no doctor 
available to give the permission. I kne\-v that to help this 
man was advisable and yet I couldn't do anything because I 
couldn't get the doctor. The nurse couldn't do anything. 
TEA!·f tEI.ffiER 2-3-B: Yes, an example ,.,..ould be a patient who was 
on the verge of going A. v.r. 0. L. and. was indeed completing plans 
for this. Somehow or other the people who knew of his plans 
did not com~unicate this and the patient was able to leave 
the hospital grounds without a pass, even so obviously as to 
be carrying a large piece of woodwork which he was ~aking in 
the shop. However, I should add in retrospect that the team 
had some quite obvious clues that he might be contemplating 
leaving. I should point out that this patient was given to 
so~ewhat falsifying himself someti~es. 
TEA1-1 >!E>ffiER 2-3-B: A day before a patient was going on pass he 
made it clear of his intention not to return. He was dis-
turbed before going on pass and this wasn't picked up by myself 
or the team and this made for a pretty shaky weekend out in 
the open. A nurse may tell one member of the team about a 
patient but this doesn't get transmitted to the patient's 
thera:?ists. 
TEAM ~ET-lliER 2- 3-B: Yes, where the natient might not be going 
to a particular activity to which he was assigned. If I didn't 
know this, this would be a disadvantage if I were working out 
a change in his activity program and this has happened. 
TEA!-1 "-ffi:,fBER 2-4-B: I have discovered quite a difference in 
the day and evening shifts. The afternoon people have the 
patients back on the ward and several problems arise, and 
yet they are the least involved in the overall team set up, 
and have the least com~unication. The patients notice the 
change in attitudes in the night shift from those on the day 
shift. 
lEJRS:S ON 2-3-B: Sometimes you learn something ap)lying to the 
patients from a "!lelTiber of the team that you should have known 
from the beginning. One disadvantage is that you hardly get 
any information in the morning because everyone is so busy. 
4. 
NJRSE ON 2-3-B: Sometimes with weekend oasses and' ·when the 
patient's relatives want to take the patient out. It is diffi-
cult to find so~eone to write the order and the O.D. doesn't 
know the patients too well. 
AIDE ON 2-3-B: One patient died right on the ward and I don't 
think we were given enough information about the physical. 
con.li tion of this patient to allow us to be as observant as we 
should have been. 
AIDE ON 2-3-B: Henry R., a patient that is veryhha.~d to handle, 
needs :nuch reassurance. The male aides say I baby him because 
I sit with him but if this is what he needs then I'll do it 
to avoid making him become noisy. wnether this is right or 
wrong I don't know. Sometimes he is impossible to handle 
but no one tells us how, so we do the best we can on our own. 
AIDE ON 2-3-B: ':'~here have been cases in the past where I might 
have approached a patient in the wrong manner because I did 
not understand him fully. 
NIGHT NURSE ON 2-3-B and 2-1+-B: Yes, sleeping problems that 
patients have are reported and you have asked that the doctor 
be contacted to see how he wants the situation handled and 
maybe a new nurse shows up who knows nothing about it. Thus 
nothing is done for a number of days. 
AIDE ON 2-4-B: At the moment we are trying to find out why a 
particular patient has been put on observation and as yet, 
haven't been able to find out anything. We found no reason 
either in doctor's orders or records. There should be some 
record available for the aides in order for them to know why 
certain patients are on observation, particularly if the 
nurse is not available. 
AIDE ON 2-4-B: If a patient is on 11 0 11 status what kind of 
11 011 status is it? It should be on the 24 hour report. It 
should say suicidal, depressed etc. You should watch suicidal 
patients closely. If this were listed you could watch for 
certain things. I can 1 t say that the Kardex is used very 
much whether this is my fault or not. 'Whether we are too 
busy or what, I don 1 t know. 
AIDE ON 2-4-B: Yes, I was specialing a suicidal patient and 
didn 1 t know anything about him previous to his coming to our 
ward. We should know what the patient did to warrant being 
put on observation. In this case I went to the head nurse and 
she didn 1 t know either. 
AIDE ON 2-4-B: At one time we had a little trouble. The girls 
that were getting E.S.T. would not have their orders written 
for us. The difference in their morning routine was important 
for ~s to know. The nurse did not know. Now it is taken care 
of and written ahead. 
6. 
SUGGESTIONS FOR Bfi'ROVING OPPORTJNITIES FOR OBTAINING INFORMATION 
1. E. Do you have any suggestions to improve the methods of 
obtaining this information? 
TEAH I-!EHBER 2-3-B: The best sugt.estion is to have all people 
working V'Ti th the patient together in the same u.nit, that is 
to have all the team members residing on the same ward. I 
don't think enou.gh people read the nurses •-, .notes and this is 
a very important source of information. We should look at the 
why of this. Nursing personnel may feel that their job is 
unimportant. If they feel that they are going to jeopardize 
the~selves by giving information that won't be considered, 
they will feel unimportant. 
TEAM ~,!E'{BER 2-3-B: \'\'1len thEY reorganization goes through with 
one ward team it will help. You. will be right on the ward 
and be able to have a more consistent relationship with the 
nurse and aide. It also would be well to structure the 
set-up so that we could meet with the ward personnel and talk 
about patients we are seeing in therapy or on our team, if 
they have any questions. 
TEAM :-iE~.ffiER 2-3-B: On weekly team meetings each member would 
have a short precis on the patients assigned to him made up 
in ihriplicate. A short note which '.'rouldn' t take more than 
three minutes what his present status it, and what is planned 
for him. This would let the other members know this basic 
information. The other thing, certainly, is this decision to 
move all the patients onto one ward, a treatment team ward. 
This will certainly get rid of a lot of difficulty between 
team and nursing personnel. 
TEM! r.rz~,!BER 2-3-B: I think that the social '."lorker ought to 
be considered more in discharge planning and we wouldn't have 
so many retcJrning oacl\: to the hospital. Instead of one week 
or two it ought to be at least two weeks. I think on the 
whole discharge planning is pretty well thought of. It will 
help relieve some of the tension that the relatives feel. One 
• 
answer is to have the whole team housed on the same ward which 
I think is r:;oing to happen in building 2. This means that all 
the records of patients assigned to the team will be assembled 
in one central s~ot on the team's floor. 
TE.M-1 ~-8Jf3EH 2-3-B: I feel that there should be more continuity 
on the ward, people work on the ward all the time. If I know 
who the people are on the night shift and they leave a note I 
will be in a better postition to evaluate their communication. 
There should be the sa~e people on the ward all the time, and 
the shifts should be rotated among them, but still on the 
ward. If there were a regular op;,)ortuni ty every day for this 
exchange I think it would be the best way to handle this 
situation. The best way of handling it would be for some of 
the night shift and the day shift to meet with me~bers of the 
team to discuss what has gone on the previous shift, maybe 15 
or 20 minutes, if everyone were there. They do this at the 
Boston hospital. (VA) vie would have to have our rounds later. 
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TEA.."! ~,!ElffiER 2- 3-B: One that I proposed sometime back indepen-
dently, and is now being incorporated in plans for revising 
the overall structure of the service. I feel that this whole 
restructuring \'fill contribute greatly to this process. It is 
not so ~uch the external arrangements that you make as the 
atmos-)here \"lhich you establish. Xy own feeling is that the 
~ain breakdowns in com~unication are not due to a lack in 
social machinery or procedures, but rather when personnel are 
somehow emotionally negatively involved. I can think of a 
nwnber of instances \"lhere this sort of thing is going on. It 
either results in negative com~unication or communication with 
a great amount of noise in it, that is you get distortions as 
to what the issue is. For instance the original story may sound 
as if the patient was being written up for using obscene lan-
guae;.e \'lhen further freer investigation reveals that the 
patient is disturbing in the sense that he is demonstrating 
very potent erections which throw female personnel into a 
severe conflict in hanGling the pros and cons involved. 
TEAH HE:ffiER. 2-3-B: The nursing personnel attending the team 
meetings. The nursing persolli~el should communicate this type 
of information to us on the ward rounds, more systematically. 
TEAM MEMBER 2-3-B: The only possibility in terms of time would 
be if the team could get together with the ward personnel in 
a more formal arrangement than they do at the present time. 
TEA:.'\1 :IE!·fBER 2-4-B: I wish I had more time to spend on the ward 
and with the patients, then more information could be trans-
mitted; more writing and more reports to not have to be insti-
tJ.ted because the reports have to be reinterpreted and tell 
unaer what circumstances they were written, and this beco~es 
too involved. 
TEA!~ ~·tE'VIBER 2-4-B: Three solutions: 1. \'le can all go on a ro-
tating shift. 2. This meeting that we are trying to hold from 
3:30-4:30, if the afternoon people could attend regularly. 
3. The female personnel could be more stabilized. 
NURSE ON 2-3-B: If we could meet with each specific therapeutic 
team in the building and discuss a particular patient, this 
vTOuld be very helpful. 
NURSE ON 2-3-B: Probably if the doctor would spend more time 
on the ward discussing any yroblems with the nurses and the 
aides -- explain the behavior patterns of the patients and how 
to approach them correctly -- this '.-:ould be of particular help 
to the aides. 
NURSE ON 2-3-B: At Bedford (VA) they had a ward log they kept 
on the ward and the aides wrote down anything they observed on 
the patients. If a patient acted out during the day they could 
look back on that and someti~es the aides would forget to pass 
this information on. If someone doesn't eat well they put it 
on the log. To get it on the nurses' notes the nurse would 
contact the aide who•rote it and get more information and 
\~ite it up. Aides did not write nursing notes when I was at 
Bedford. 
AIDE ON 2-3-B: It would be mLce to have more discussion with 
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doctors, at meetings. 
AIDE ON 2-3-B: If we had more meetings with the doctor and his 
team, we could learn a lot more about the patients. 
AIDE ON 2-3-B: If the doctor in charge of the patient would meet 
with the aides and explain to them what he is going to do concern-
ing the patient and tell them what to do, that would be a big 
help to us. 
AIDE ON 2-3-B: I think that the doctors could have meetings 
with the nurses and aides and give a quick run through of the 
majority of the patients on the ward, telling how he handles 
certain situations and hO\'T the ward personnel could handle 
the situation. I haven't found the Kardex to be of too great 
value. One way of obvious improvement is having all nursing 
personnel on the ward write observation notes, especially if 
certain aides have certain groups, and can observe any im-
provements in that group, and this also gives the doctor a 
good idea of the patient's behavior all day. 
AIDE ON 2-3-B: It might be a good idea to have a set-up of notes 
written by just the aides, similar to nurses' notes. 
N'JRSE ON EVENING SHIFT 2-3-B and 2-.lJ·-B: \'lard meetings held 
at the same time on two different wards are impossible for the 
3:30 nurse to attend. If personnel could meet on other days 
so that nurses could get to both of them. It is important. 
AIDE ON 2-4-B: I think if we had more group meetings with the 
team, it might improve the situation. It would improve our 
understanding of the patient that might be assaultive. We are 
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with the patient more than anyone else is. It would be to our 
advantage. 
AIDE ON 2-4-B: I think the aides should have a meeting with 
the Director, Professional Services at some time if possible. 
There are problems that we have discussed on the ward that we 
would like to discuss with him and nursing service. Some of 
the orders he signs are misunderstood by the aides and the 
patients at times, and in trying to solve them ourselves, often 
get them mixed up. 
AIDE ON 2-4-B: I am sorry that I live so far away that I 
can't get in to team meetings (aide works 12-~ shift). There 
are~·;quest.lh.oas that come up which we need answers to. It has 
been better lately. There has been a bulletin put out on the 
effects of drugs and a list put up on the ward of the things 
that are considered contraband and that is a big help. 
AIDE ON 2-4-B: We should have more group discussions among the 
entire personnel, the team and ward personnel. One aide from 
each shift should get together at least once a week and present 
any problems which are important and need to be settled. 
AIDE ON 2-4-B: More team work. Regular team meetings every 
week or every two weeks. Each unit, whether it is nurses, aides, 
doctors or psychologists ou~t to be represented so that they 
could relate ward problems as they see them. It should be a 
whole team thing, not just a part of it. If anything came up 
between these team meetings some member of the team should be 
designated to tell us what to do. 
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The second general area of consideration had to do with 
the exchanging of information about patients. Since getting 
infor~ation often involves exchanging information there will 
be many crossings of the line between the two. If ideas which 
would fall in this category have already been recorded in 
area one, a note will be made of this and the idea not repeated. 
EX.AHPLES OF HO'\tl INADEQUACIES AFFECT PATIENT CARE - -
2. C. Can you think of any instances in which a lack of op-
portunity to exchange such information has been a disadvantage 
to the patient? (Specify) 
TEAH HE!v!BER 2-3-B: There are instances where information on 
the tea~ level has not been transmitted and it has left ~e 
or another member of the team in an untenable situation. I am 
most concerned about the communication between the members of 
my own team. ~'!.y communication is primarily with the nurse. If 
I didn't know her as well as I do it might even be sparser 
than it is now. 
'l'EAM ~mffiER. 2-3-B: A patient asks me for a pass. I tell him 
that I will discuss it \'lith the team but for one reason or 
another it does not get :iiscussed and the patient does not get 
a pass for the weekend. This is a minor frustration. I cannot 
recall any severe exam)le of this. 
TEAl~! :.f2_;-::·.!3:ER 2- 3-B: The instance of the patient who eloped with 
~2. in cash, his best clothes, and carrying a big wooden table 
on the bus is repeated by another team member. See story on 
• 
page 2 appendix B at the bottom of the page. 
TEAM: 1T.f!2,;BER 2-3-B: They occur occasionally. I was involved 
in one some time back v1here the patient was proposing a certain 
arrangment for a week-end pass. In this instance it was my 
own ignorance and less ignorance of the hospital policy which 
was es?ecially bad because he was susc)icious. ~fuen I took 
this up in the Doctor's staff meeting I was first informed 
that there was a hospital memorandum which categorically forbad 
the type arrangement I vlanted to make. In a further check 
this was not altogether true, that the real hospital policy 
was that this was a matter of decision for the hospital team. 
TE.Ar'I ~m·>rnER 2-3-B: One case where a patient had made a huge 
game at the O.T. shop which had been on the ward for a long 
time and the other patients thought it should be removed. This 
was a patient I was working \•lith and I didn't learn of this 
until the game had actually been removed. If I had closer 
contact with the ward perso~~el I could have helped out. 
TE.M! Ivff2.ffiER 2-4-B: Yes, sometimes administrative decisions 
have to be made on a patient on very short notice. If the team 
'!le"!lber dealing v'li th this particular patient happens to be 
away, all the facts are not there before the decision can be 
made and you can do a lot more for a patient by giving, a direct 
opinion. 
NURSE ON 2-3-B: Sometimes when a patient gets upset and wants 
to see the doctor right away, the doctor isn't available. The 
patient doesn't understand and )robaoly refuses to see the 
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doctor when he is available later on. 
AIDE ON 2-3-B: An incident happened to the secretary. She hadn't 
been informed of a patient's amorous advances to the female 
personnel, and he went to the door to ask her something, and 
when sne opened it, he grabbed her. The ward secretary should 
sit in on these morning meetings so she would have an idea ot· 
the patient's actions. 
AIDE ON 2-3-B: Once. In helping a patient when he really doesn't 
need that kind of help, but you did not know of this. Without 
complete knowledge of the patient, there is an excellent chance 
of harming his relationship on the ward. 
AIDE ON 2-j-D: In one case, I didn't know as much about a patient 
as I should have, because of a lack of means of communication. 
In fact, the patient died and none af us knew he had been 
taken off medication. 
NURSE ON 2-~-B: vlell, we did have one example over the week-
end. However, I think it is atypical but it could happen any 
week-end when the team members aren't around. There was a 
question whether one of the patients could go on pass or not. 
The nurse that was on felt that she should not so she called 
the nursing supervisor who was on the week-end. The supervisor 
said to go ahead and let her have the pass because it had been 
discussed at team meeting. But again, since the team isn't on 
during the week-end that was one example of a disadvantage. 
NURSE ON 2-4-B: A patient was admitted on 2-4-B and I was on • 
amother ward. When I came back no one mentioned it. This was 
unusual. I don't know what happened. I felt terrible because 
I didn't know it and couldn't allay the fears that the patient 
had. I noticed a new face and then asked questions. 
AIDE ON 2-4-B: Sleeping problem as already told by night 
nurse on page 4. Appendix B. 
AIDE ON 2-4-B: This morning one patient had a seizure and the 
other morning we had a.n incident about a quarter to eight. 
A patient took a knife with her from the dining room and was 
very much upset. Of course the night nQrse at that time is 
having her meeting so if we report it to the morning nurse, 
she writes it on the 24 Hour Report. If we see the nurse who 
is on days we tell her about it or if not we write it • 
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SUGGESTION FOR Il!PROVING !viETHODS OF EXCHAJ.\TGING INFORMATION 
2. E. Do you have any sQggestions for improving the methods of 
reporting or exchanging this information? (Specify) 
TEM,f !v!Et·.ffiER ON 2-3-B: One way is to have the nurse present at 
all team meetings, wh~re they will discuss the patients for 
her ward. vfuere the nurses and aides are constantly observing 
the patients, there would be a lot of information to be brought 
up at these meetings, and this would start a chain of communi-
cation. Another improvement would be to have some of the aides 
attend the meetings. 
TEAM !·iE!vfBER 2-3-B: 1tlhat needs to be done fs for each person on 
the staff to recognize and take personal responsibility for keep-
ing in touch, bearing in mind that one frequently has to do this. 
':le all must recognize the importance of atmosnhere and keep 
plugging away at it through education. Mere academic training 
is not enough. By taking the risk of self-exposure you can 
eventually profit from it. By going through something that is 
personally embarassing it gives you the direction and the 
p;umption to go ahead vrith it. 
TEAt~ ~1EMBER 2-3-B: If an aide in working relations with the 
patient has any problems or any information that he feels should 
be given to the team, based on what he has learned from the 
patient, then he should have the opportunity to be present at 
a team meeting. 
TEAl~ Mm{BER 2-3-B: None except for the suggestions above for 
a more formalized time for discussion between nursing personnel 
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and the team members. 
TEAl•! 1-'IE~...ffiER 2-4-B: I have a lot of ideas. I have been working 
with patient govennment and it seems to me that after this 
thing gets going at least part of its functioning is to 
continue some of its meetings as a ward government. In other 
hospitals the staff meets with the group of patients in sort of 
a joint meeting and at this type of weekly meeting problems 
like this one could be handled right on the spot. This would 
make com~~nication easier. 
TEAl-1 !-fEHBER 2-4-B: I think that we should provide the same sort 
of training and opportunities for meetings with the night shift 
as we have with the day and evening shifts. I think that it is 
unfortunate that they don't get in on it. Perhaps what we 
could do is on alternate weeks to have the two shifts included 
so that the same one isn't left out all the time. That would 
be one way of doing it. Different team members have had these 
meetings and now it has dwindled down to just the physician 
holding it but all are qualified to do it. The most logical 
solution would be to have the worker from the team come in 
early to meet with night nursing personnel, in that way it 
would be the greatest good for the greatest number. It would 
be cheaper too from a station point of view. The team member 
could get compensation time later on and the other way the 
nursing personnel would have to be paid overtime. 
NURSE ON 2-3-B: There should be more discussions on the ward 
w~th the nurses and aides. The aides can express their feelings 
18. 
about certain happenings at tnese meet1ngs. 
AIDE ON 2-3-B: To have the ward secretary be informed of the 
patient's actions as mentioned above and also to have are-
presentative of each team discuss the entire group of patients 
with the ward personnel. 
AIDE ON 2-3-B: If we could meet with the doctor more and 
discuss this. We would know a lot more about the patients, 
their needs and reactions to certain approaches, and if we 
are using the right approach. 
AIDE ON 2-3-B: There should be more ward meetings \'lith the 
day and night shifts, nurses and doctors to discuss patients 
and ward problems. A member of the team preferably shou.ldr:sit 
in on these meetings. I felt I knew the patients better after 
attending the meetings vTi th Dr. Hersey and Dr. Cohen. Any 
problem was discussed and the doctor gave a pattern to follow. 
AIDE ON 2-3-B: If there were some overlap in time between 
the 3:30 shift and the 12:00 shift so that any important 
in!· ormation could be relayed without delaying anyone, this 
would be a great improvement. 
NURSE ON 2-4-B: I would suggest that doctors read nurses notes 
more as they are usually more complete. It is a good idea for 
the aides to have an information book as discussed previously. 
I personally think that one team on the ward would be better 
for the _:Jatients, especially on the more acute ward. 
AIDE ON 2-4-B: I do believe and I have right along if you have 
a team, I feel an aide should be included on the team for the 
simple reason that the team is with the patient about 10 
minutes a day, maybe an hour, but the aides are with the patient 
8 hours a day five days a week. I feel that the aide would 
know more about these reactions the patient has in different 
situations and be able to tell this if they were in on the 
team meeting. 
AIDE ON 2-4-B: Hembers of the therapeutic team should meet with 
nursing personnel. This would be helpful. 
AIDE ON 2-4-B: On our ward we do refer to our Kardex quite 
often. itle had an idea to set up an individual card for each 
patient and record her condition v-~hen our shift was going off. 
This is still in the 11discussion11 stage. An aide from another 
hospital said this worked out quite well. Each shift would 
add their comments as to how the patient was on that shift and 
Dr. Green would follow it through. 
AIDE ON 2-4-B: On the night shift you don't see members of 
the team. I think it might help if we could have just an aides 
"TTeeting with the nurse, the day nurse. Purpose would be to 
find out what projects are going on during the day that might 
affect them. In fact on the 3:30 shift there seemed to be a 
certain problem and I couldn't see why it happened. Then the 
nurse explained that this was when it closes down and a lot 
of the patients feel closed in on. I didn't realize that and 
that's why I think that a meeting \of~ th the n.1rse would help. 
Once or twice a month unless something special was coming up. 
AIDE ON 2-4-B: A paper with remarks from each shift by an aide 
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on different patients could be kept in a folder and read by 
each shift and any added remarks recorded on this paper. This 
would really Eive the aides the feeling of being included in 
the treatment of the patient rather than working an 8 hour day. 
The third general area of consideration was concerned 
\•ri th the expression of personal feelings of satisfaction, 
frustration, a~xiety etc. 
--------------
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3. C. Can you think of any instances in which a lack of such 
an opportunity has been a disadvantage to yoy or to the patient? 
( Specify) 
EX.A),!PLES OF HOW INADEQUACIES AFFECT PATIENT CARE - -
TEA!,~ !ffiv!BER. 2-3-B: Usually when \ve are on the ward, we have to 
deal with what is confronting us then. When a lot of people 
are working with the same patient only at one time or another 
this particular patient can manipulate one person against 
another, and this leads to misunderstanding whereas if they all 
could be there at the same time this would not happen. 
TEAH ~IDffiER 2-3-B: In the case of a patient who late in the 
afternoon has indicated a suicidal tendency and since I can-
not write an observation order for the patient I have taken 
the anxiety home with me. I'm sure there are more instances. 
In this instance I cannot be sure that this was a real dis-
advantage to the patient since I wasn't sure of the need for 
his being s9ecialed. 
AIDE FROM 2-3-B: There was one time when we should have discus-
sed an aide on the ward who seemed to be rather slow and afraid 
of the patients. This particular aide, when any trouble arose, 
tried to avoid becoming involved. Everyone knew this and made 
remarks but there was no discussion about ll:d:s,tactmans, which 
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were jeopardizing both the personnel and the patients, rather 
than cause any personal embarassment. This incident should 
have been handled in a nicer way. 
AIDE FRO!'-! 2-3-B: Lots of times things have been brought up for 
discussion and nothing has been done about them. This leads 
to frustration and the attitude: "well they don't care about it 
why should we". This ruins the morale of the whole ward and 
this in tt.trn affects the patients. 
NURSE FROM 2-4-B: I sometimes have to keep all these feelings 
inside me overnight and this cannot reflect upon the patients. 
There is no one I can discuss these things vvi th until the 
next day when I see the doctor. I do have a friend I can 
discuss these things with but she isn't always home. 
NURSE FROM 2-4-B: Even if there is a little hostility with a 
patient it is there. Everything isn't going to be 11peaches 
and cream". It is nice to know when to draw back and if a 
patient gets very disturbed with me and I see I am disturbing 
him in any way, such as a bad mother figure, I will take a 
back seat and let the male aide take over. This works. \Yhether 
we like it or not we are always establishing some sort of 
relationship with a patient on the ward. If I find that I am 
aggravating him, alright, but if I find that I can help him 
I will call him in just like you and I are doing. 
AIDE FROM 2-4-B: In the situation the patients refused to do 
anything for one particular person and didn't want the person 
aro~nd. The person upset them and made statements to the patients 
that were not right. The aides stepped in and there was 
friction on the ward. 
AIDE ON 2-4-B: V{e had trouble one time with the patients going 
into the secretary's office. There were things there that we 
didn't want the patient to know. They went in to do some 
typing and saw these things and then they would tell it all 
around. They would say: 11What aide is talking? 11 All they had 
to do was to look around. There has been a stop put to that. 
All of these things are ironing out gradually. You can't go 
over the nurse, and she allowed it. 
SUGGESTIONS FOR H'IPROVING OPPORTUNITIES FOR THIS KIND OF 
DISCUSSION -
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3. E. Do you have any suggestions for improvement which will 
provide opportunities for this discussion? (Specify) 
TEA!-! HE!·ffiER 2-3-B: Good supervision, or the time set aside for 
supervision is very important, to discuss your own feelings 
about certain things. If there was a combined rather than an 
individual feeling of treating the patients, then everyone would 
be able to talk things over. 
TEAM !.ffi~.ffiER 2-3-B: I would feel that more ward discussion groups 
in which either one team member or all team members together 
might sit down on a weekly basis and speak about any feelings, 
frustrations or problems they might have involving everyday 
care of the patients. 
TEA!,! ~.rE:IBER 2- 3-B: There should be more provision for supervi-
sion. My contacts with supervisors are limited. 
TE.Ar-1: :.'!E~ffiER 2-3-B: The problem is not one of time or procedure, 
but of one's own resistance at getting at it. Eventually we 
do get around to it. No essential harm is done to the treatment 
plan in relation to the patient. If there is any one thing 
that I would like to see i~proved it would be in this area. 
It requires a great deal of insight and guts to do it. 
TEAM MEI,.ffiER 2-3-B: To have multi-disciplinary therapy sessions 
with the ward personnel where they could discuss their satis-
d!actions or problems. Most of the team members on a particular 
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team should remain on the ward to know more about the patients 
then would have more to discuss there at the team meetings. 
TEA!-~ TrE~~:3ER 2-4-B: I would allow more time for the meetings 
we have on Thursday mornings in which problems might be 
brought up. The important thing is to change the atmosphere 
so that people will feel free to bring up certain things. 
There is an indirect vmy of promoting opportunities for dis-
suasion. Some of the paper work for the doctors could be 
reduced so that they would have more time to discuss different 
problems and things that come up. I believe that if a physician 
could have his 011n secretary to do things for him as they have 
to be done, such as letters, notes, and other administrative 
things, it would be better. 
lHJRSE ON 2-3-B: I think the nurses should be allowed to attend 
the team ~eetings. They have a lot to offer and a lot to gain 
from these meetings. Things that were not important enough to 
put into reports, but i~portant enough in the progress of the 
patient to be disc'..lssed. They could set a certain time each 
week when all of the ward personnel could be there. 
AIDE ON 2-3-B: The team could work closer with the aides in 
discussing the patient's behavior, attitudes, etc. 
AIDE ON 2-3-B: There should be personal interviews where I 
could discuss my personal feelings, about the problem at the 
moment. I would feel free to discuss personal emotional 
feelings with any member of the team in his or her office. 
N'JRSE ON 2-4-B: The way I feel if you can take care of a 
feeling when you first have it, if you can get the person 
involved, and discuss it where it isn't within hearing of 
other people, it is better 
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AIDE ON 2-4-B: I think that if we had meetings with the team 
it would be an advantage for all, including the team. 
Aide On 2-4-B: I think all the aides on all three shifts, at 
least once a month, should have a meeting together. If you 
discuss a problem on one shift that isn't on another, you 
probably could figure out a way to eliminate it on one of the 
shifts. As it is now, everyone is doing their discussing 
privately, and getting nowhere. This could be handled much 
better on an individual ward basis than on a building basis. 
Someone from nursing personnel would be the logical one to 
lead the meeting, because eventually the problems we hav.e are 
handled by nursing personnel. The building supervisor would 
be the best one to have it. The 12:00 shift would be glad to 
have one aide attend this meeting at 3:30 when both the other 
shifts would be present. 
AIDE ON 2-4-B: It would be wonderful to have these team meetings 
at least once a month where any problems could be discussed 
openly. It should be kept on the ward concerned. If Dr. r.rason 
could sit in on these meetings, it 'iofOuld be even better. 
AIDE ON 2-4-B: If there were a closer relationship between us 
and the team, so many of these things could be ironed out. I 
easily clam up because I am so afraid that it will be taken the 
wrong way. If you could get together more and if the aides 
could get to feel that if they suggested anything that it would-
n't hurt them ap.yvrw.ay. Any member of the team could meet with 
us -- not necessarily Dr. Green. It would be much nicer if 
we could have some of these talks with the team. 
AIDE ON 2-4-B: I think we ought to have an adviser with whom 
we could talk over our problems. We need someone who would 
listen and be impartial such as a counselor. 
